THE third stage of labour has often been the subject of much discussion and dissension, yet it is the least understood, the most ill-managed and the most tampered-with stage. Control of post-partum bleeding continues to be one of the highly important problems which are encountered by obstetricians throughout the world. Post-partum haemorrhage is always a dangerous and alarming accident, requiring prompt and vigorous treatment. Dr. Gooch (quoted by Swayne, 1884) said: "In these cases . . . the life of the patient depends on the man who is upon the spot; he must stand to his gun, and trust to his own resources. A practitioner who is not fully competent to undertake these cases of haemorrhage can never conscientiously cross the threshold of a lying-in chamber."
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There has been a striking decrease in the maternal death rate during the past fifteen to twenty years, caused by a sharp reduction in two of the leading causes of maternal deaths, namely, puerperal sepsis and the toxaemias of pregnancy. However, maternal mortality caused by obstetric hoemorrhage has remained practically constant except for minor fluctuations. Although obstetricians are all seriously concerned when a woman bleeds to death from a post-partum haemorrhage, it is suggested that frequently there is not sufficient concern shown for the woman who does not die but who sustains a greater than normal blood loss which invites infection, delays convalescence, and interferes with the nursing of the baby. The patient also is robbed of the high level of health and happiness she deserves, and is burdened with several months of ill health.
Many women lose comparatively large amounts of blood during labour without noticeable effect, while others may be seriously affected by a relatively small blood loss. A small third-stage haemorrhage, plus a low haemoglobin level, can be a very grave matter. The combination of profound anaemia, with even a moderate haemorrhage in labour, is probably, the world over, the most common cause of death in child-bearing. Calkins et al. (1931) analysed a series of approximately 5,600 deliveries and found the average blood loss in the third stage to be about 5 fl. ounces (150 ml.). This figure is considerably less than the amount given as an average by the majority of other investigators. In most hospitals the recognised upper limit of normal blood loss is 20 fl. ounces (570 ml.), though most standard obstetric textbooks state that a third-stage loss greater than 10 fl. ounces (285 ml.) is abnormal. A study of obstetric reports from British hospitals, where the upper limit of normal blood loss is taken as 20 fl. ounces, indicates that the incidence of post-partum haemorrhage is somewhere between 2 and 6 per cent., and even in well-regulated institutions deaths from post-partum haemorrhage, although rare, do occur. Figures from American sources are similar in showing that the overall incidence of third-stage and post-partum haemorrhage is not less than 5 to 6 per cent. (Davis, 1940; Davis and Geady, 1946) , and, if accurate measurements of blood loss were always made, the figure might approach 10 per cent. It is evident that the incidence of post-partum hamorrhage shows no appreciable decrease, but is, in fact, increasing. One reason for this increase is undoubtedly the adoption of more rigid criteria as to what constitutes abnormal bleeding.
In an attempt to get an accurate idea of the third-stage blood loss an analysis of the amounts lost following 1841 consecutive vaginal deliveries, which occurred in the Royal Maternity Hospital, Belfast, during 1953, was made. In this hospital care is taken to collect as much as possible of the post-partum blood loss and the amount is measured. Where this has not been possible the loss is recorded as normal or moderate. Although, no doubt, far from being accurate, a moderate loss is assumed to be anything from 10 to 15 fl. ounces (285 to 435 ml.). It is important that the blood loss should be measured when at all possible, as the measured loss nearly always exceeds, and at times greatly so, the estimated loss.
In What can be done to prevent excessive third-stage blood loss? In the first place, prevention must begin with the proper conduct of the terminal phase of the second stage of labour. For the placenta to separate properly it is of the utmost importance that the baby be delivered slowly. The time taken to effect delivery should be at least three minutes, taking a half to one minute pause after the delivery of each shoulder.
Secondly, knowledge of the mechanism of placental separation must be kept in mind if undue haemorrhage is to be avoided. It matters little whether one accepts the older view of separation by means of a retroplacental haematoma,. or the more modern view of a decrease in size of the uterine cavity and area of placental attachment leading to a partial and finally complete separation. In this latter view, as the uterus contracts and retracts, its walls become thicker and thicker and the area of placental attachment smaller, so that eventually the compact placenta can no longer follow the changes and is consequently separated from the uterine wall. It is important that no attempt should be made to hasten this process. The practice of massaging and squeezing the uterus, after the birth of the baby, to separate the placenta, as well as the less traumatic plan of holding the fundus, are mentioned only to be condemned. By such procedures nothing is gained and much may be lost by unnecessary traumatism. The ecchymotic and contused abdominal walls, the sensitive and bruised uterus, and the relaxed and tender uterine ligaments are still occasionally seen to-day.
Thirdly, the signs of placental separation and descent must be appreciated. In short, the fundus rises and becomes smaller, harder, and rounder. There may be a small gush of blood from the vagina and the cord outside the vulva lengthens. When these have occurred. the placenta is expelled by grasping the fundus uteri in the hollow of the hand, and as soon as it is felt to harden, strong and firm pressure is made upon it, downwards and backwards, in the axis of the pelvic brim.
The management of the third stage of labour may vary from place to place, 25 but the fundamental principles do not change. If these are remembered, good results should be obtained. The value of giving oxytocic drugs after the child's head is born and before delivery of the placenta still evokes much discussion, but whether these drugs are given or not seems to be mostly a matter of individual experience. Good management of the third stage of labour is vital, and all those practising obstetrics should realise that the prevention of post-partum ha?morrhage is much easier than the treatment. In the year 1767 John Harvie stated that "nature is to be assisted, to be followed and supported, but seldom or never forced." These words are worth remembering.
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